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Abstract
Background
Continuum of care has the potential to improve maternal, newborn, and child health
(MNCH) by ensuring care for mothers and children. Continuum of care in MNCH is widely
accepted as comprising sequential time (from pre-pregnancy to motherhood and childhood)
and space dimensions (from community-family care to clinical care). However, it is unclear
which linkages of care could have a greater effect on MNCH outcomes. The objective of the
present study is to assess the effectiveness of different continuum of care linkages for
reducing neonatal, perinatal, and maternal mortality in low- and middle-income countries.
Methods
We searched for randomized and quasi-randomized controlled trials that addressed two or
more linkages of continuum of care and attempted to increase mothers’ uptake of antenatal
care, skilled birth attendance, and postnatal care. The outcome variables were neonatal,
perinatal, and maternal mortality.
Results
Out of the 7,142 retrieved articles, we selected 19 as eligible for the final analysis. Of these
studies, 13 used packages of intervention that linked antenatal care, skilled birth atten-
dance, and postnatal care. One study each used packages that linked antenatal care and
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skilled birth attendance or skilled birth attendance and postnatal care. Four studies used an
intervention package that linked antenatal care and postnatal care. Among the packages
that linked antenatal care, skilled birth attendance, and postnatal care, a significant reduc-
tion was observed in combined neonatal, perinatal, and maternal mortality risks (RR 0.83;
95% CI 0.77 to 0.89, I2 79%). Furthermore, this linkage reduced combined neonatal, perina-
tal, and maternal mortality when integrating the continuum of care space dimension (RR
0.85; 95% CI 0.77 to 0.93, I2 81%).
Conclusions
Our review suggests that continuous uptake of antenatal care, skilled birth attendance, and
postnatal care is necessary to improve MNCH outcomes in low- and middle-income coun-
tries. The review was conclusive for the reduction of neonatal and perinatal deaths.
Although maternal deaths were not significantly reduced, composite measures of all mortal-
ity were. Thus, the evidence is sufficient to scale up this intervention package for the
improvement of MNCH outcomes.
Introduction
The Millennium Development Goals (MDGs) call for reducing global maternal and child mor-
tality by 2015. However, worldwide, approximately 289,000 women still died in 2013 due to
complications of pregnancy and childbirth [1, 2]. About 99% of such deaths occurred in low-
and middle-income countries (LMICs) [1]. Furthermore, the total number of under-five chil-
dren’s deaths was 6.6 million in 2013, of which 80% occurred within 48 hours postpartum [1].
Only one-third of the 68 Countdown Countries are on track to achieve MDG4 (reduce child
mortality), and the average annual rate of decline is far below that needed for MDG5 (improve
maternal health) [1].
To improve maternal, neonatal, and child health (MNCH), various interventions have been
recommended. However, most of the over 190 MNCH studies addressed only a single interven-
tion [3–8]—few of them looked at how these interventions could be combined. Moreover,
MNCH care programs are often vertical in nature; because newborn health is largely dependent
on maternal health, care for both the mother and newborns should be provided in a continuous
manner [9]. Indeed, around 20% of diseases among infants can be attributed to the mother’s
poor health status, malnutrition, and inadequate care during the perinatal period [10]. For
instance, maternal treatment of infectious diseases such as HIV and malaria influences infants’
health [11, 12].
The continuum of care has been well known as a potential means of improving MNCH
through integrated service delivery [13–15]. Recent MNCH studies have begun to focus more
on interventions to strengthen continuum of care [16, 17], although researchers have yet to
establish a clear definition of continuum of care [3, 14]. In MNCH, continuum of care has two
core dimensions: sequential time and space [3, 14, 15, 18]. The time dimension includes service
delivery from pre-pregnancy to childhood, while the space dimension includes community–
family care, outreach–outpatient care, and clinical care [19]. Previous studies estimated that up
to 67% of neonatal deaths could be prevented by improving the coverage of common MNCH
care to 90% of reproductive age women [7, 20]. However, as resources are limited, providing all
possible MNCH services is unrealistic, particularly in LMICs. For instance, about 0.68–1.32
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billion USD was required for providing a total continuum of care package from antenatal care
to postnatal care to avert 38–67% of neonatal deaths in Sub-Saharan Africa [20]. As such, iden-
tifying the most effective MNCH package must be prioritized in health policies to ensure more
effective use of continuum of care.
The frequency and timing of care delivery are important considerations in defining contin-
uum of care. The recommended standards of MNCH care are as follows: (1) four antenatal
care visits [21–24]; (2) delivery assisted by skilled birth attendants [25–27]; and (3) postnatal
care within 48 hours [28–32], (4) at seven days [31, 33–37], and (5) at six weeks [31]. Regarding
antenatal care, fewer visits have often been the standard in LMIC trials [24]. Compared to five
antenatal care visits, fewer than five antenatal care visits does not significantly increase mater-
nal and neonatal mortality [21, 38], which led the World Health Organization (WHO) to
define four antenatal care visits as the standard in their guidelines [39]. However, both the fre-
quency and timing of antenatal care are inconsistently applied in different MNCH interven-
tions [40].
Postnatal care frequency and timing are also inconsistent, possibly due to changes in global
postnatal care recommendations. The WHO’s practical guidelines from 1998 encourage moth-
ers with babies to access postnatal care services at “six hours, six days, six weeks, and six
months” [41]. This formula targeted “crucial”moments of need for the mother and baby,
though rigorous evidence was absent. Since then, different frequencies and timings have been
recommended: in 2006, the timings were within the first week, preferably 2–3 days after deliv-
ery, and 4–6 weeks [42], and in 2009, within the first 24 hours after birth, on day three, and on
day seven, if necessary [30]. This was based on evidence indicating high maternal deaths on the
first and second days after birth [43]. Additionally, almost 40% of under-five deaths occur
within the first 28 days of life [30, 44], and three-quarters of neonatal deaths occur during the
first week of life, with 25–45% in the first 24 hours [37]. Thus, we need to examine whether
these standards for frequency and timing of care delivery should be considered in defining the
continuum of care.
Although the expectation for continuum of care effectiveness is high and interventions have
been planned, we found no prior review article or review protocol in this area. Comprehending
the effectiveness of continuum of care linkages will encourage further opportunities for inter-
vening in MNCH care and guide in tailoring interventions. Thus, in this systematic review and
meta-analysis, we quantitatively synthesized evidence proposing effective linkages of contin-
uum of care. Our focus was which linkages reduce neonatal, perinatal, or maternal mortality in
LMICs in the continuum of care time and space dimension stages.
Materials and Methods
We conducted a systematic review according to the guidelines of the Cochrane Collaboration
[45], and followed the four phases indicated in the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) Statement [46]. The PRISMA statement for our sys-
tematic review is available in S1 Table. We registered the protocol for this systematic review at
the PROSPERO International prospective register of systematic reviews on October 25, 2013,
and updated it on January 28, 2015. The registration number for this review is
CRD42013006089. It is available at http://www.crd.york.ac.uk/PROSPERO (S1 Text).
Study Inclusion Criteria
We included only randomized and quasi-randomized controlled trials in this systematic
review, including both individual and cluster-randomized studies. Regarding publication types,
we included only peer-reviewed journals and reports from international organizations. We
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considered papers of all languages, so long as they had English abstracts. Furthermore, we
included only articles set in LMICs as defined by the World Bank [47], and excluded non-ran-
domized studies and non-intervention studies such as case series, case reports, and qualitative
studies, as well as studies conducted in high-income countries.
Participants
We included women and neonates residing in LMICs. Women had to be in the pregnancy,
intrapartum, or postpartum period. We excluded studies that included specific subpopulations
that would have made it difficult to generalize the results to a wider population, such as HIV-
positive women and groups at high risk for pregnancy complications.
Interventions and Controls
Interventions comprised packaged care/services that addressed different continuum of care
time and space stages. According to the WHO and the Partnership for Maternal, Newborn
and Child Health, the time dimension of continuum of care starts from pre-pregnancy and
progresses to childhood and motherhood [14, 48–50]. However, given that we focused on
neonatal, perinatal, and maternal mortality in the review, the target periods were only the
pregnancy, birth, and postnatal periods of mothers and neonates. The space dimension of
continuum of care comprises three care stages—community–family care, outpatient–out-
reach care, and clinic care [3]. The community–family care interventions included home or
community-based care practices addressing mothers and neonates’ healthy behaviors. The
outpatient–outreach care included population-oriented services that health facilities or
mobile services delivered routinely or periodically according to defined schedules. The clini-
cal care interventions included individual-oriented care through facility-based care at pri-
mary and referral levels.
We defined the control groups as those who received standard care. In this study, standard
care was defined as that provided in health facilities according to local or national guidelines.
Outcomes
We included studies assessing any of the outcomes below [51, 52]. Since mortality is often the
main outcome measure in MNCH studies, we selected it as the primary outcome [52]. We also
included studies that had data from which we could calculate these outcomes.
1. Neonatal mortality is defined as deaths in the first 28 days of life among live births.
2. Perinatal mortality includes stillbirths and early neonatal deaths. Stillbirth is defined as the
death of a fetus after 28 weeks of gestation but before delivery of the baby’s head. Early neo-
natal death is death of a neonate within seven days postpartum.
3. Maternal mortality is defined as the death of a woman during pregnancy or within 42 days
of termination of pregnancy.
Search Strategy
We searched articles in the following bibliographic databases: PubMed/Medline, POPLINE,
EBSCO/CINAHL, Academic Search Complete, BiblioMap, ISI Web of Science, WHO regional
database library, and the Cochrane Library. Additionally, we hand-searched relevant sources
such as the Lancet series (Neonatal Survival and Maternal Survival) to enlarge the study pool.
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We also reviewed relevant internet sources from the WHO and Google Scholar for additional
grey literature. Finally, we searched for additional studies using the snowball method of looking
through the reference lists of retrieved articles. We limited the publication period to 15 years,
from 1999 to 2014, to ensure that we retrieved a sufficient number of studies.
We used the following search strings combining the relevant medical subject headings
(MeSH) with additional key/text words: (1) pregnant women, mothers, neonate, newborn,
infant, or community; (2) maternal health or neonatal health; and (3) mortality or death. The
specific electronic search strategy is provided in the S2 Text.
Data Collection
Selection of studies. The study selection process is summarized in the flowchart in Fig 1.
Two review authors (KK and SO) independently extracted data, and screened the quality and
content of the included studies. We identified articles by analyzing the titles and abstracts for
relevance and compliance with the selection criteria based on the research setting, study design,
and reported outcomes. We classified articles as included, excluded, uncertain, or duplicate.
We confirmed all potential included or uncertain studies and resolved any disagreements by
consensus.
Data extraction and management. KK and SO extracted the features of each study (e.g.,
study design, setting, components of intervention package, and outcomes) and entered them
into a standardized form. KK performed the extraction and SO checked for data accuracy and
completeness. Again, when they noted discrepancies, the two review authors discussed until
they reached an agreement, or consulted a third review author.
Assessment of Risk of Bias on Included Studies
KK and SO assessed the quality of trials using the “risk of bias” tool presented in the Cochrane
Handbook for Systematic Reviews of Interventions [45]. Specifically, we assessed the risk of
bias in seven domains: sequence generation, allocation concealment, blinding of participants
and outcome assessors, incomplete outcome data, selective outcome reporting, and other
potential threats to validity. We resolved all discrepancies by consensus.
The summary of the risk of bias is shown in Table 1. Several studies lacked information
related to the risk of bias or these risks were unclear. Due to the nature of the study design, allo-
cation concealment was not an issue in the cluster-randomized studies we extracted [45]. How-
ever, we counted baseline imbalance in determining selection bias.
Measures of Treatment Effect
We present results as risk ratios (RR) with 95% confidence intervals (CI) for all randomized
and quasi-randomized controlled trials.
Unit of Analysis Errors
We checked whether the study contained a unit of analysis error. In cases where we observed
this error, we re-analyzed the available data. No analysis error was found.
Analysis
First, we narratively summarized the included study interventions. Second, we stratified the
studies by the linkages of continuum of care time and space dimension stages. Then, we created
a hierarchically categorized matrix by service delivery mode with the RRs of applied mortality.
Third, we meta-analyzed neonatal, perinatal, and maternal mortality separately for each
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Fig 1. Diagram of information flow through phases of systematic review.
doi:10.1371/journal.pone.0139288.g001
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linkage of continuum of care time stages (antenatal care + skilled birth attendance + postnatal
care; antenatal care + skilled birth attendance; skilled birth attendance + postnatal care; and
antenatal care + postnatal care). Then, we analyzed all of these mortality types simultaneously
to estimate a composite neonatal, perinatal, and maternal mortality risks for each linkage of
time dimension stages. Finally, we stratified the studies by space dimension and estimated the
composite risk of neonatal, perinatal, and maternal mortality.
The software RevMan 5.1 was used for the analysis. We assessed the heterogeneity of the
meta-analyses from the P-values at a significance level of<0.10 and the I2 statistic. We used
random-effects models to adjust for possible heterogeneity.
Results
We retrieved a total of 7,142 articles from the sources (Fig 1). Of them, 3,046 studies were iden-
tified from the PubMed database, 4,087 through other databases, and nine through hand
searching. After an initial screening, we excluded a total of 7,056 studies because they were
duplicates or irrelevant to the research question. Of the 86 studies remaining, we excluded a
further 53 because they had no outcome/intervention or treatment (n = 12), no relevant design
(n = 22), no clear comparison group (n = 12), or no relevant setting (n = 7). We assessed the
remaining 33 studies for eligibility through a review of the full-text articles. After this full-text
review, we included a total of 19 studies in the meta-analysis [53–71]. They were all in English
and had been published. Of the 19 studies, 17 were cluster randomized controlled trials (RCTs)
[53–67, 70, 71], one was a pre-post intervention design [69], and one was a quasi-experimental
study [68]. The included studies were mostly conducted in Asia and three were in Africa. In
total, 361,306 births/live births were involved (Table 2).
As shown in Fig 2, out of the 19 studies, 13 involved interventions that linked antenatal
care, skilled birth attendance, and postnatal care [53, 54, 56, 59, 61, 63, 65–69]. One study each
linked antenatal care and skilled birth attendance [64] or skilled birth attendance and postnatal
care [58]. Four studies linked antenatal care and postnatal care [55, 57, 60, 62]. However, no
study used interventions that linked all the time stages as recommended—namely, four antena-
tal care visits; skilled birth attendance; and postnatal care within 48 hours, at seven days, and at
six weeks.
Regarding the space dimension, among the 19 studies, 12 used interventions that linked
community–family care, outpatient–outreach care, and clinical care [53–60, 62, 64, 68, 69];
two studies included interventions that linked community–family care and outpatient–out-
reach care [61, 66], and five studies included interventions on community–family care only
[62, 63, 65, 67].
Timing and Frequency of Antenatal Care/Postnatal Care
The timing and frequency of antenatal care or postnatal care services delivery differed among
the included studies. Most of the studies involved four antenatal care visits, with the minimum
numbers of antenatal care visits for the interventions ranging from one to four times during
the pregnancy period. The timings of antenatal care, however, were not defined in most of the
studies—indeed, only three studies reported the timings of antenatal care: twice at 12–16 weeks
and 32–34 weeks in a study in Bangladesh [54], twice during the first and second trimesters in
a study in Pakistan [64], and once in the third trimester in a study in Malawi [62].
In the case of postnatal care, the timings varied, ranging from zero days to five months.
However, in most studies, postnatal care was provided for seven days at the very least. The fre-
quency was also rather diverse, ranging from one to five times. Six studies did not make clear
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mention of the timing or frequency, but reported on interventions during the postnatal care
period.
Effectiveness of Care Linkages between Antenatal Care, Skilled Birth
Attendance, and Postnatal Care
Table 3 shows the results of the 13 studies that linked antenatal care, skilled birth attendance,
and postnatal care. Except for one study conducted in Malawi, all studies were conducted in
Asia (India, Bangladesh, Vietnam, Nepal, and Pakistan). Of the 13 studies, six included inter-
ventions that linked the three stages of the space dimension (i.e., community–family care, out-
patient–outreach care, and clinical care). Although they linked the three time stages, the
frequency of antenatal care visits ranged from two to four times between the studies. The fre-
quencies and timings of postnatal care were not the same across studies.
As for the components of the intervention, we noted some particular characteristics. For
instance, primary-care-level health officers (e.g. lady health workers, community health work-
ers) provided antenatal care or postnatal care within the community for women and children
via home visits [54, 56, 61, 68, 69] and outreach services [59]. To improve care delivery, tradi-
tional birth attendants (TBAs) received training in the form of basic neonatal care, cleanliness
during delivery, and referral of women for emergency obstetric care [54, 56, 59, 68]. Interven-
tions often included community meetings for women to promote MNCH. The facilitators of
such interventions were TBAs, community health workers, or other recruited facilitators [54,
56, 61, 65, 67].
The intervention packages in these 13 studies resulted in significant reductions in mortality.
Twelve studies assessed neonatal deaths. Among them, seven reported significant reductions in
neonatal mortality as a result of the interventions. Furthermore, 10 of the 13 studies measured
perinatal deaths. Of them, five reported significant reductions in perinatal mortality as a result
of the interventions. Six studies measured maternal deaths. Of them, one study showed a signif-
icant reduction as a result of the intervention and one study showed a significant increase.
According to the meta-analysis, the interventions that linked antenatal care, skilled birth
attendance, and postnatal care significantly reduced neonatal mortality (RR 0.84; 95% CI 0.75
to 0.94, random effects [12 studies, n = 184,260], I2 82%, P< 0.01) and perinatal mortality (RR
Fig 2. Number of studies in each category of continuum of care linkage.
doi:10.1371/journal.pone.0139288.g002
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0.81; 95% CI 0.74 to 0.90, random effects [10 studies, n = 136,153], I2 83%, P< 0.01) (Fig 3).
However, the interventions did not lead to a significant decrease in maternal mortality (RR
0.75; 95% CI 0.46 to 1.22, random effects [six studies, n = 96,691], I2 68%, P< 0.01). The com-
posite measure of all three mortality types was significantly reduced (RR 0.83; 95% CI 0.77 to
0.89, random effects, I2 79%, P< 0.01). To explore the considerable heterogeneities observed
in this meta-analysis, we explored the publication bias using a funnel plot (Fig 4). The included
studies were symmetrically distributed on both sides of the combined effect size line, indicating
no obvious publication bias.
Effectiveness of Care Linkage between Antenatal Care and Skilled Birth
Attendance
Table 4 shows the result of the one reviewed study that linked antenatal care and skilled birth
attendance [64]. This study was a cluster RCT conducted in Pakistan. The study also linked the
space dimension stages (i.e., community–family care, outpatient–outreach care, and clinical
care). The intervention included sensitization for mothers only or for couples, TBA training
for clean delivery and complication recognition, and emergency referral through vehicles or
very high frequency communication systems.
The intervention in this study did not lead to any significant reductions in neonatal mortal-
ity (RR 0.68; 95% CI 0.41 to 1.10); however, we identified significant reductions in perinatal
mortality (RR 0.51; 95% CI 0.38 to 0.68) (Table 4). No data were available for maternal mortal-
ity. We did not perform a meta-analysis for this intervention because of the lack of other stud-
ies providing impact estimates on mortality.
Effectiveness of Care Linkage between Skilled Birth Attendance and
Postnatal Care
Table 5 shows the result of the one reviewed study that linked skilled birth attendance and
postnatal care [58]. The study was a cluster RCT conducted in India. The study included the
three space dimension stages, and included interventions involving newborn care training for
physicians, nurses, midwives, and TBAs.
This study measured only perinatal mortality, which the intervention did not significantly
reduce (RR 0.91; 95% CI 0.75 to 1.11) (Table 5). We did not perform a meta-analysis because
of the lack of studies providing impact estimates on mortality.
Effectiveness of Care Linkage between Antenatal Care and Postnatal
Care
Table 6 shows the result of the four studies that linked antenatal care and postnatal care, but
not skilled birth attendance. Two studies were conducted in Asia (Bangladesh and Pakistan)
and the other two in Africa (Malawi and Ghana). All studies were cluster RCTs. Of them, three
studies had interventions that linked all three continuum of care space stages, while the
remaining study was concerned only with community–family care. The frequency of antenatal
care visits ranged from one to three times among the studies. The frequencies and timings of
postnatal care also differed across the studies.
As for the components of the interventions, all four studies included home visits for antena-
tal care or postnatal care. The practitioners who performed the home visits were primary-level
health workers [55, 57], community volunteers [60], or trained women’s group members [62].
This intervention linkage resulted in significant reductions in mortality. All four studies
measured neonatal deaths, but only two reported a reduction in neonatal mortality. Two of the
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Fig 3. Mortality risk ratio for interventions linking antenatal care, skilled birth attendance, and postnatal care.
doi:10.1371/journal.pone.0139288.g003
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four studies measured perinatal mortality, both reporting significant reductions as a result of
the intervention. Maternal death was measured in one of the four studies, but was not signifi-
cantly reduced [62].
Fig 5 shows the meta-analysis. Neonatal mortality (RR 0.81; 95% CI 0.67 to 1.00, random
effects [four studies, n = 69,671], I2 75%, P< 0.01) and perinatal mortality (RR 0.74; 95% CI
0.65 to 0.84, random effects [two studies, n = 15,591], I2 0%, P< 0.01) were both significantly
decreased in this linkage. We did not perform a meta-analysis for maternal mortality due to a
lack of studies. The interventions employing a linkage of antenatal care and postnatal care sig-
nificantly reduced a composite of the three mortality types (RR 0.79; 95% CI 0.69 to 0.91, ran-
dom effects, I2 68%, P = 0.005).
Effectiveness of Care Linkage between Time and Space Dimensions
Six randomized studies linked the three stages of the time dimension (antenatal care, skilled
birth attendance, and postnatal care) and the three stages of the space dimension (community–
family care, outpatient–outreach care, and clinical care). According to the meta-analysis results
Fig 4. Funnel plot of studies linking antenatal care, skilled birth attendance, and postnatal care.
doi:10.1371/journal.pone.0139288.g004
Table 4. Studies of linkage between antenatal care and skilled birth attendance.
Author Space dimension Time dimension Cares of interest Mortality RR [95% CI]
Community-
Family care
Outpatient-
outreach
care
Clinical
care
ANC Birth PNC ANC Birth PNC Neonatal
mortality
Perinatal
mortality
Maternal
mortality
Midhet and
Becker,
2010,
Pakistan
+ + + + + - 2 times (1st/
2nd
trimesters)
Yes No 0.68 [0.41–
1.10]
0.51 [0.38–
0.68]
Note. + = Yes;— = No; ANC = antenatal care; PNC = postnatal care; RR = risk ratio.
doi:10.1371/journal.pone.0139288.t004
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including those studies, we observed significant reductions for neonatal mortality (RR 0.88;
95% CI 0.79 to 0.97, random effects [six studies] I2 67%, P< 0.01) and perinatal mortality (RR
0.78; 95% CI 0.66 to 0.92, random effects [five studies] I2 90%, P< 0.01). However, we did not
observe significant reductions in maternal mortality (RR 0.94; 95% CI 0.49 to 1.83, random
effects [three studies] I2 76%, P = 0.02). A composite measure of mortality was also significantly
reduced (RR 0.85; 95% CI 0.77 to 0.93, random-effects, I2 81%, P< 0.01) (Fig 6). We did not
find any obvious asymmetry in the funnel plot (Fig 7).
Discussion
This is the first systematic review to examine the effectiveness of interventions combining the
continuum of care time and space dimensions for maternal, neonatal, and perinatal mortality.
Table 5. Studies of linkage between skilled birth attendance and postnatal care.
Author Space dimension Time dimension Cares of interest Mortality RR [95% CI]
Community-
Family care
Outpatient-
outreach
care
Clinical
care
ANC Birth PNC ANC Birth PNC Neonatal
mortality
Perinatal
mortality
Maternal
mortality
Gouder
et al.
2012,
India
+ + + - + + No Yes Yes, but no
clear
frequency and
timing
0.91 [0.75–
1.11]
Note. + = Yes;— = No; ANC = antenatal care; PNC = postnatal care; RR = risk ratio.
doi:10.1371/journal.pone.0139288.t005
Table 6. Studies of linkage between antenatal care and postnatal care.
Author Space dimension Time dimension Cares of interest Mortality RR [95% CI]
Community-
Family care
Outpatient-
outreach
care
Clinical
care
ANC Birth PNC ANC Birth PNC Neonatal
mortality
Perinatal
mortality
Maternal
mortality
Bhutta et al.
2008,
Pakistan
+ + + + - + 2 times No 4 times (24h,
7 days, 14
days, 28
days
postpartum)
0.69
[0.55–
0.87]
0.72
[0.61–
0.85]
Darmstadt
et al. 2010,
Bangladesh
+ + + + - + 2 times
(12–16
wks and
32–34
wks)
No 4 times (0
day, 2 days,
5 dsays, 8
days
postpartum)
0.86
[0.68–
1.10]
Kirkwood
et al. 2013,
Ghana
+ + + + - + 2 times No 3 times (1
day, 3 days,
7 days
postpartum)
0.99
[0.89–
1.09]
Lewycka
et al. 2013,
Malawi
+ - - + - + 1 time
(3rd
trimester)
No 4 times (7
days, 1
month, 3
month, 5
month
postpartum)
0.70
[0.54–
0.90]
0.77
[0.63–
0.93]
0.87
[0.51–
1.51]
Note. + = Yes;— = No; ANC = antenatal care; PNC = postnatal care; RR = risk ratio.
doi:10.1371/journal.pone.0139288.t006
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We included a total of 19 studies in this review; several results of some importance were
obtained.
First, none of the studies followed the standards of the continuum of care time dimension
stages: four antenatal care visits; use of skilled birth attendance; and postnatal care within 48
hours, at seven days, and at six weeks [31]. However, two-thirds of the included studies did
contain interventions that linked antenatal care skilled birth attendance, and postnatal care,
albeit without considering frequency and timing of care; another two-thirds of the studies
linked community–family care, outpatient–outreach care, and clinical care. Second, the inter-
ventions linking antenatal care, skilled birth attendance, and postnatal care led to significant
decreases in the composite measure of neonatal, perinatal, and maternal mortality. However,
the maternal mortality results were inconsistent. The composite measure of mortality also
showed reductions in a meta-analysis of the interventions involving linkages between the time
and space dimension stages.
Linkage Patterns of Time and Space Dimensions
As mentioned above, none of the studies followed the standards of continuum of care. How-
ever, without taking frequency and timing into consideration, linking the three time dimension
stages reduced the risk of neonatal and perinatal deaths. In a recent systematic review, the peri-
natal mortality increased with reduced antenatal care visits, but the difference was of borderline
statistical significance (three studies: RR 1.15; 95% CI 1.01 to 1.32) [24]. This could be because
taking antenatal care would positively affect skilled birth attendance [72]. This may also sup-
port strategies that promote “goal-oriented” antenatal care visits [24, 49], which directs atten-
tion to the quality of antenatal care, including its components and timing, more than the
quantity of such care.
In our review, the frequencies and timing of postnatal care differed across studies. This may
be because of the postnatal care changes in global recommendations by the WHO [30, 41, 42].
In our study, most of the postnatal care interventions included the first postnatal care visit
Fig 5. Mortality risk ratio for interventions linking antenatal care and postnatal care.
doi:10.1371/journal.pone.0139288.g005
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within 1–2 days. However, the timing of additional postnatal care visits was not consistent. The
risk of death is significantly elevated even after 42 days postpartum [73, 74]. Regarding the fre-
quency of postnatal care, there was no compelling evidence that more postnatal care visits are
associated with fewer neonatal or maternal deaths [75, 76]. Decisions on the frequency and
timing of postnatal care could be better made if they were defined according to local needs
[76].
All of the included studies contained community–family care in the space dimension, and
two-thirds included links with outpatient–outreach care and clinical care. Community involve-
ment is a positive factor, especially for reducing neonatal mortality, perinatal mortality, mater-
nal morbidity, and the number of stillbirths, as demonstrated in a previous review [77].
Fig 6. Mortality risk ratio for interventions linking the three stages of the time dimension (antenatal care, skilled birth attendance, and postnatal
care) and the three stages of the space dimension (community-family care, outpatient-outreach care, and clinical care).
doi:10.1371/journal.pone.0139288.g006
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Effective Linkages of the Time Dimension for Reducing Mortality
Linkage between antenatal care, skilled birth attendance, and postnatal care. According
to our meta-analysis, interventions that linked all three stages of the time dimension were most
effective. Interventions utilizing a linkage of antenatal care, skilled birth attendance, and post-
natal care appeared to reduce the risk of neonatal and perinatal deaths. Only the risk of mater-
nal deaths showed inconsistent results. The study by Azad, which showed an increase in
maternal deaths due to the intervention, did not provide a specific reason for this result. How-
ever, no deaths among mothers who attended women’s groups, making it difficult to consider
that the intervention would have influenced the negative results in maternal mortality. Notably,
the significant increase was observed only when marginal populations were included; thus,
omission error could have affected the intervention results. However, the intervention linkage
of antenatal care, skilled birth attendance, and postnatal care was found to be effective for a
composite measure of neonatal, perinatal, and maternal mortality. This suggests the impor-
tance of considering these three time stages in designing MNCH interventions in LMICs.
Linkage between antenatal care and postnatal care. The intervention packages that com-
bined only antenatal care and postnatal care significantly reduced the risk of neonatal and perina-
tal mortality. This linkage was also effective in reducing the composite measure of mortality.
Antenatal care is an entry point to MNCH care, suggesting that antenatal care may improve
overall MNCH care uptake, which leads to better MNCH outcomes. However, this result also
suggests that postnatal care might complement the effectiveness of antenatal care. Thus, linkages
of antenatal care with postnatal care could be a key to designing effective MNCH interventions.
Effective Linkages of the Time and Space Dimensions for Reducing
Mortality Risks
In the meta-analysis, the linkage of all time and space stages was effective for reducing neona-
tal, perinatal, and maternal mortality. This was among the primary evidence found in this
Fig 7. Funnel plot of studies linking the three stages of the time dimension (antenatal care, skilled
birth attendance, and postnatal care) and the three stages of the space dimension (community-family
care, outpatient-outreach care, and clinical care).
doi:10.1371/journal.pone.0139288.g007
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review study. The importance of both dimensions has been argued in the past, however, until
now, evidence justifying the effectiveness of linking the continuum of care time and space
dimensions has been scarce. Indeed, the continuum of care has been promoted without solid
evidence of its effectiveness. Understandably, further trial evidence will be necessary to demon-
strate the effectiveness of the continuum of care with high reliability. Nevertheless, our system-
atic review will serve as evidence in defending the effectiveness of the continuum of care.
Suggested Definition and Intervention of Continuum of Care
The findings of this review demonstrate the effective continuum of care linkages: thus we can
use the results to better define the components of continuum of care and thereby exploit it for
the design of future intervention. For the time dimension, the basic components of continuum
of care could be linkages between antenatal care, skilled birth attendance, and postnatal care.
However, interventions combining antenatal care with postnatal care would be also an effective
option when resources are limited. The frequency of antenatal care should range between two
and four visits. We could not clearly identify the timings of antenatal care in this systematic
review. For postnatal care, timing appears more important than does frequency; since most of
the included studies first implemented postnatal care at 0–2 days postpartum, this postnatal
care timing should be at least considered. As for delivery, ensuring the presence of skilled birth
attendants is not always possible. However, if TBAs receive training in appropriate skills, said
TBAs could be included as assistants for post-delivery care.
For the space dimension of the continuum of care, a basic component of interventions is
linkages between community–family care, outpatient–outreach care, and clinical care. We par-
ticularly recommend interventions based on community involvement, as per previous
evidence.
Additionally, our review and meta-analysis results indicated that interventions that include
home visit care would be effective for improving neonatal and perinatal health. Particularly,
early postnatal care visits between 0 and 2 days would be important. These results suggest that
a community-focused intervention would be a favorable design.
Limitations
This systematic review has two limitations. First, the lack of randomized studies may have
obscured the real results of the meta-analysis. In particular, we found only one study each
including interventions that linked antenatal care and skilled birth attendance or skilled birth
attendance and postnatal care. Thus, for this linkage, we could not conduct a meta-analysis.
Further evidence of these linkages is required to confirm their effectiveness.
Second, a number of groups showed significant statistical heterogeneity. We could have
excluded studies that conflicted with the other studies from the meta-analysis. However, we
could not identify the sources of heterogeneity; indeed, even after excluding the outlying stud-
ies, we identified heterogeneity. Furthermore, eliminating studies would also be unwise because
it can introduce bias [45]. Thus, the findings need to be interpreted with caution.
Conclusions
Our review encourages continuous uptake of antenatal care, skilled birth attendance, and post-
natal care to improve MNCH outcomes in LMICs. The review was conclusive regarding the
reduction of neonatal and perinatal deaths. Although maternal deaths were not significantly
reduced, composite measures of all mortality were. As such, the evidence is sufficient to scale
up this intervention package for the improvement of MNCH outcomes.
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PLOS ONE | DOI:10.1371/journal.pone.0139288 September 30, 2015 22 / 27
Supporting Information
S1 Table. PRISMA 2009 Checklist.
(DOC)
S1 Text. Research protocol.
(DOCX)
S2 Text. Search Terms for “Effective Linkages of Continuum of Care at Improving Neona-
tal, Perinatal, and Maternal Mortality” Review–Published Literature
(DOCX)
Acknowledgments
The authors thank the Ministry of Foreign Affairs in Japan and the Ministry of Health in
Ghana. Special thanks to The District Health Management Teams: Shai-Osudoku, Ningo-
Prampram, Kintampo North, Kintampo South, Kassena Nankana East, and Kassena Nankana
West in Ghana.
The Ghana EMBRACE Implementation Research Project is conducted by the Government
of the Republic of Ghana, JICA Human Development Department, and JICA Research Insti-
tute. The content is solely the responsibility of the authors and does not necessarily represent
the official views of the JICA Human Development Department and JICA Research Institute.
The Ghana EMBRACE Implementation Research Project Team (in addition to named
authors) is as follows: Yoshiharu Yoneyama, Ebenezer Appiah-Denkyira, Sheila Addei, Vida
Kukula, Doris Sarpong, Clement Narh, Kwaku Poku-Asante, Charlotte Tawiah, Kwame Adjei,
Emmanuel Mahama, John Williams, Cornelius Debpuur, Francis Yeji, Evelyn Sakeah, Peter
Wontuo, Akiko Hagiwara, Sakiko Shiratori, and Yusuke Kamiya.
Author Contributions
Conceived and designed the experiments: KK JY KN. Performed the experiments: KK. Ana-
lyzed the data: KK SO. Contributed reagents/materials/analysis tools: KK. Wrote the paper: EA
SO YE JY KNMJ. Contributed to the provision of critical comments on the final manuscript:
AS MG SOA ARO GQA AH.
References
1. WHO.World health statistics 2014. Geneva, Switzerland: 2014.
2. WHO. The world health report 2013: research for universal health coverage. Geneva, Switzerland:
2013.
3. Kerber KJ, de Graft-Johnson JE, Bhutta ZA, Okong P, Starrs A, Lawn JE. Continuum of care for mater-
nal, newborn, and child health: from slogan to service delivery. Lancet. 2007; 370(9595):1358–69.
PMID: 17933651.
4. Black RE, Morris SS, Bryce J. Where and why are 10 million children dying every year? Lancet. 2003;
361(9376):2226–34. doi: 10.1016/S0140-6736(03)13779-8 PMID: 12842379.
5. Glasier A, Gulmezoglu AM, Schmid GP, Moreno CG, Van Look PF. Sexual and reproductive health: a
matter of life and death. Lancet. 2006; 368(9547):1595–607. doi: 10.1016/S0140-6736(06)69478-6
PMID: 17084760.
6. Campbell OM, GrahamWJ, Lancet Maternal Survival Series steering g. Strategies for reducing mater-
nal mortality: getting on with what works. Lancet. 2006; 368(9543):1284–99. doi: 10.1016/S0140-6736
(06)69381-1 PMID: 17027735.
7. Darmstadt GL, Bhutta ZA, Cousens S, Adam T, Walker N, de Bernis L. Evidence-based, cost-effective
interventions: how many newborn babies can we save? The Lancet. 365(9463):977–88. doi: http://dx.
doi.org/10.1016/S0140-6736(05)71088-6
Effective Linkages of Continuum of Care
PLOS ONE | DOI:10.1371/journal.pone.0139288 September 30, 2015 23 / 27
8. Bhutta ZA, Das JK, Bahl R, Lawn JE, Salam RA, Paul VK, et al. Can available interventions end pre-
ventable deaths in mothers, newborn babies, and stillbirths, and at what cost? Lancet. 2014. doi: 10.
1016/S0140-6736(14)60792-3 PMID: 24853604.
9. Ronsmans C, Chowdhury ME, Dasgupta SK, Ahmed A, Koblinsky M. Effect of parent's death on child
survival in rural Bangladesh: a cohort study. Lancet. 2010; 375(9730):2024–31. Epub 2010/06/24. doi:
10.1016/s0140-6736(10)60704-0 PMID: 20569842.
10. WHOU. Countdown to 2015 decade report (2000–2010): taking stock of maternal, newborn and child
survival. 2010.
11. Radeva-Petrova D, Kayentao K, ter Kuile FO, Sinclair D, Garner P. Drugs for preventing malaria in
pregnant women in endemic areas: any drug regimen versus placebo or no treatment. The Cochrane
database of systematic reviews. 2014; 10:CD000169. doi: 10.1002/14651858.CD000169.pub3 PMID:
25300703.
12. Siegfried N, van der Merwe L, Brocklehurst P, Sint TT. Antiretrovirals for reducing the risk of mother-to-
child transmission of HIV infection. The Cochrane database of systematic reviews. 2011;(7: ):
CD003510. doi: 10.1002/14651858.CD003510.pub3 PMID: 21735394.
13. PMNCH. Conceptual and Institutional Framework Geneva, Switzerland: Partnership for Maternal,
Newborn and Child Health; 2006 [cited 2013 13 May]. Available from: http://www.who.int/pmnch/
activities/cif/conceptualandinstframework.pdf.
14. Tinker A, ten Hoope-Bender P, Azfar S, Bustreo F, Bell R. A continuum of care to save newborn lives.
Lancet. 2005; 365(9462):822–5. doi: 10.1016/S0140-6736(05)71016-3 PMID: 15752509.
15. Hogberg U. The world health report 2005: "make every mother and child count"—including Africans.
Scandinavian journal of public health. 2005; 33(6):409–11. doi: 10.1080/14034940500217037 PMID:
16332605.
16. Waiswa P, Peterson SS, Namazzi G, Ekirapa EK, Naikoba S, Byaruhanga R, et al. The Uganda New-
born Study (UNEST): an effectiveness study on improving newborn health and survival in rural Uganda
through a community-based intervention linked to health facilities—study protocol for a cluster random-
ized controlled trial. Trials. 2012; 13:213. doi: 10.1186/1745-6215-13-213 PMID: 23153395; PubMed
Central PMCID: PMC3599589.
17. Kikuchi K, Ansah E, Okawa S, Shibanuma A, GyapongM, Owusu-Agyei S, et al. Ghana’s Ensure Moth-
ers and Babies Regular Access to Care (EMBRACE) program: study protocol for a cluster randomized
controlled trial. Trials. 2015; 16. doi: 10.1186/s13063-014-0539-3 PubMed Central PMCID:
PMC4324027. PMID: 25887849
18. PMNCH. Strategic framework 2012 to 2015. Geneva, Switzerland: 2011.
19. PMNCH. Enable the continuum of care Geneva, Switzerland2010 [cited 2014 12 July]. Available from:
http://portal.pmnch.org/downloads/high/Knowledge_for_Action_KS2_highres.pdf.
20. Darmstadt GL, Walker N, Lawn JE, Bhutta ZA, Haws RA, Cousens S. Saving newborn lives in Asia and
Africa: cost and impact of phased scale-up of interventions within the continuum of care. Health Policy
Plan. 2008; 23(2):101–17. doi: 10.1093/heapol/czn001 PMID: 18267961.
21. Villar J, Ba'aqeel H, Piaggio G, Lumbiganon P, Miguel Belizan J, Farnot U, et al. WHO antenatal care
randomised trial for the evaluation of a new model of routine antenatal care. Lancet. 2001; 357
(9268):1551–64. Epub 2001/05/30. PMID: 11377642.
22. Villar J BP. WHO antenatal care randomized trial: manual for the implementation of the newmodel.
Geneva, Switzerland: WHO, 2003.
23. WHO/UNICEF. Antental care in develpihg countries: promises, achievements and missed opportuni-
ties-an analysis of trends, levels and differentials, 1990–2001. Geneva, Switzerland: WHO, 2003.
24. Dowswell T, Carroli G, Duley L, Gates S, Gulmezoglu AM, Khan-Neelofur D, et al. Alternative versus
standard packages of antenatal care for low-risk pregnancy. The Cochrane database of systematic
reviews. 2010;(10: ):Cd000934. Epub 2010/10/12. doi: 10.1002/14651858.CD000934.pub2 PMID:
20927721; PubMed Central PMCID: PMC4164448.
25. Paxton A, Maine D, Freedman L, Fry D, Lobis S. The evidence for emergency obstetric care. Interna-
tional journal of gynaecology and obstetrics: the official organ of the International Federation of Gynae-
cology and Obstetrics. 2005; 88(2):181–93. Epub 2005/02/08. doi: 10.1016/j.ijgo.2004.11.026 PMID:
15694106.
26. PMNCH. Prioritise proven interventions. Geneva, Switzerland: 2010.
27. WHO. Making pregnancy safer: the critical role of the skilled attendant. A joint statement by WHO, ICM
and FIGO. Geneva, Switzerland: WHO, 2004.
28. Bahl R, Qazi S, Darmstadt GL, Martines J. Why is continuum of care from home to health facilities
essential to improve perinatal survival? Semin Perinatol. 2010; 34(6):477–85. doi: 10.1053/j.semperi.
2010.09.001 PMID: 21094421.
Effective Linkages of Continuum of Care
PLOS ONE | DOI:10.1371/journal.pone.0139288 September 30, 2015 24 / 27
29. Baqui AH, Ahmed S, El Arifeen S, Darmstadt GL, Rosecrans AM, Mannan I, et al. Effect of timing of first
postnatal care home visit on neonatal mortality in Bangladesh: a observational cohort study. BMJ.
2009; 339:b2826. PMID: 19684100; PubMed Central PMCID: PMC2727579. doi: 10.1136/bmj.b2826
30. WHO/UNICEF. Home visits for the newborn child: a strategy to improve survival. Geneva, Switzerland:
2009.
31. WHO.WHO recommendations on postnatal care of the mother and newborn. Geneva, Switzerland:
2013.
32. Gill CJ, Phiri-Mazala G, Guerina NG, Kasimba J, Mulenga C, MacLeodWB, et al. Effect of training tradi-
tional birth attendants on neonatal mortality (Lufwanyama Neonatal Survival Project): randomised con-
trolled study. BMJ. 2011; 342:d346. PMID: 21292711; PubMed Central PMCID: PMCPMC3032994.
doi: 10.1136/bmj.d346
33. Rajindrajith S, Mettananda S, Adihetti D, Goonawardana R, Devanarayana NM. Neonatal mortality in
Sri Lanka: timing, causes and distribution. The journal of maternal-fetal & neonatal medicine: the official
journal of the European Association of Perinatal Medicine, the Federation of Asia and Oceania Perina-
tal Societies, the International Society of Perinatal Obstet. 2009; 22(9):791–6. Epub 2009/06/16. doi:
10.3109/14767050902994549 PMID: 19526423.
34. Singh K, Speizer I, Handa S, Boadu RO, Atinbire S, Barker PM, et al. Impact evaluation of a quality
improvement intervention on maternal and child health outcomes in Northern Ghana: early assessment
of a national scale-up project. Int J Qual Health Care. 2013; 25(5):477–87. doi: 10.1093/intqhc/mzt054
PMID: 23925506; PubMed Central PMCID: PMC3888142.
35. Chowdhury HR, Thompson S, Ali M, Alam N, Yunus M, Streatfield PK. Causes of neonatal deaths in a
rural subdistrict of Bangladesh: implications for intervention. J Health Popul Nutr. 2010; 28(4):375–82.
PMID: 20824981; PubMed Central PMCID: PMC2965329.
36. Baqui AH, Darmstadt GL, Williams EK, Kumar V, Kiran TU, Panwar D, et al. Rates, timing and causes
of neonatal deaths in rural India: implications for neonatal health programmes. Bulletin of the World
Health Organization. 2006; 84(9):706–13. Epub 2006/11/28. PMID: 17128340; PubMed Central
PMCID: PMC2627477.
37. Lawn JE, Cousens S, Zupan J, Team LNSS. 4 million neonatal deaths: when?Where?Why? Lancet.
2005; 365(9462):891–900. doi: 10.1016/S0140-6736(05)71048-5 PMID: 15752534.
38. Majoko F, Munjanja SP, Nystrom L, Mason E, Lindmark G. Randomised controlled trial of two antenatal
care models in rural Zimbabwe. BJOG: an international journal of obstetrics and gynaecology. 2007;
114(7):802–11. doi: 10.1111/j.1471-0528.2007.01372.x PMID: 17567417.
39. WHO. Standards for maternal and neonatal care. Geneva, Switzerland: WHO, 2007.
40. Magadi MA, Madise NJ, Rodrigues RN. Frequency and timing of antenatal care in Kenya: explaining
the variations between women of different communities. Social science & medicine. 2000; 51(4):551–
61. PMID: 10868670.
41. WHO. Postpartum care of the mother and newborn: a practical guide. Geneva, Switzerland: WHO,
1998.
42. WHO. Pregnancy, childbirth, postpartum and newborn care: a guide for essential practice. Geneva,
Switzerland: 2006.
43. Ronsmans C, GrahamWJ, Lancet Maternal Survival Series steering g. Maternal mortality: who, when,
where, and why. Lancet. 2006; 368(9542):1189–200. doi: 10.1016/S0140-6736(06)69380-X PMID:
17011946.
44. WHO. The global burden of disease, 2004 update. Geneva, Switzerland: WHO, 2008.
45. Collaborative C. Cochrane handbook for systematic review of interventions. 2011.
46. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting items for systematic reviews
and meta-analyses: the PRISMA Statement. Open medicine: a peer-reviewed, independent, open-
access journal. 2009; 3(3):e123–30. PMID: 21603045; PubMed Central PMCID: PMC3090117.
47. Bank TW. Country and lending groups: TheWorld Bank; 2015 [cited 2015 24 March]. Available from:
http://data.worldbank.org/about/country-and-lending-groups.
48. WHO.World Health Report 2005: make every mother and child count. Geneva, Switzerland: WHO,
2005.
49. PMNCH. Opportunities for Africa's newborns: practical data, policy and programmatic support for new-
born care in Africa. Geneva, Switzerland: 2006.
50. de Graft-Johnson J DP, Otchere S, Russell N, Bell R. Household to home continuum of maternal and
newborn care. Maryland: 2005.
51. WHO. Global reference list of 100 core health indicators. Geneva, Switzerland: WHO, 2014.
Effective Linkages of Continuum of Care
PLOS ONE | DOI:10.1371/journal.pone.0139288 September 30, 2015 25 / 27
52. WHO. International Classification of Disease (ICD) Geneva, Switzerland: WHO; 2004 [cited 2014 15
July]. Available from: http://www.who.int/classifications/icd/en/.
53. Azad K, Barnett S, Banerjee B, Shaha S, Khan K, Rego AR, et al. Effect of scaling up women's groups
on birth outcomes in three rural districts in Bangladesh: a cluster-randomised controlled trial. Lancet.
2010; 375(9721):1193–202. doi: 10.1016/S0140-6736(10)60142-0 PMID: 20207412.
54. Baqui AH, El-Arifeen S, Darmstadt GL, Ahmed S, Williams EK, Seraji HR, et al. Effect of community-
based newborn-care intervention package implemented through two service-delivery strategies in Syl-
het district, Bangladesh: a cluster-randomised controlled trial. Lancet. 2008; 371(9628):1936–44. doi:
10.1016/S0140-6736(08)60835-1 PMID: 18539225.
55. Bhutta ZA, Memon ZA, Soofi S, Salat MS, Cousens S, Martines J. Implementing community-based
perinatal care: results from a pilot study in rural Pakistan. Bulletin of theWorld Health Organization.
2008; 86(6):452–9. Epub 2008/06/24. PMID: 18568274; PubMed Central PMCID: PMC2647462.
56. Bhutta ZA, Soofi S, Cousens S, Mohammad S, Memon ZA, Ali I, et al. Improvement of perinatal and
newborn care in rural Pakistan through community-based strategies: a cluster-randomised effective-
ness trial. Lancet. 2011; 377(9763):403–12. doi: 10.1016/S0140-6736(10)62274-X PMID: 21239052.
57. Darmstadt GL, Choi Y, Arifeen SE, Bari S, Rahman SM, Mannan I, et al. Evaluation of a cluster-ran-
domized controlled trial of a package of community-based maternal and newborn interventions in Mir-
zapur, Bangladesh. PLoS One. 2010; 5(3):e9696. doi: 10.1371/journal.pone.0009696 PMID:
20352087; PubMed Central PMCID: PMC2844410.
58. Goudar SS, Dhaded SM, McClure EM, Derman RJ, Patil VD, Mahantshetti NS, et al. ENC training
reduces perinatal mortality in Karnataka, India. The journal of maternal-fetal & neonatal medicine: the
official journal of the European Association of Perinatal Medicine, the Federation of Asia and Oceania
Perinatal Societies, the International Society of Perinatal Obstet. 2012; 25(6):568–74. doi: 10.3109/
14767058.2011.584088 PMID: 21793707.
59. Jokhio AH, Winter HR, Cheng KK. An intervention involving traditional birth attendants and perinatal
and maternal mortality in Pakistan. N Engl J Med. 2005; 352(20):2091–9. doi: 10.1056/NEJMsa042830
PMID: 15901862.
60. Kirkwood BR, Manu A, ten Asbroek AH, Soremekun S, Weobong B, Gyan T, et al. Effect of the New-
hints home-visits intervention on neonatal mortality rate and care practices in Ghana: a cluster rando-
mised controlled trial. Lancet. 2013; 381(9884):2184–92. doi: 10.1016/S0140-6736(13)60095-1 PMID:
23578528.
61. Kumar V, Mohanty S, Kumar A, Misra RP, SantoshamM, Awasthi S, et al. Effect of community-based
behaviour changemanagement on neonatal mortality in Shivgarh, Uttar Pradesh, India: a cluster-ran-
domised controlled trial. Lancet. 2008; 372(9644):1151–62. doi: 10.1016/S0140-6736(08)61483-X
PMID: 18926277.
62. Lewycka S, Mwansambo C, Kazembe P, Phiri T, Mganga A, Rosato M, et al. A cluster randomised con-
trolled trial of the community effectiveness of two interventions in rural Malawi to improve health care
and to reduce maternal, newborn and infant mortality. Trials. 2010; 11:88. doi: 10.1186/1745-6215-11-
88 PMID: 20849613; PubMed Central PMCID: PMC2949851.
63. Manandhar DS, Osrin D, Shrestha BP, Mesko N, Morrison J, Tumbahangphe KM, et al. Effect of a par-
ticipatory intervention with women's groups on birth outcomes in Nepal: cluster-randomised controlled
trial. Lancet. 2004; 364(9438):970–9. doi: 10.1016/S0140-6736(04)17021-9 PMID: 15364188.
64. Midhet F, Becker S. Impact of community-based interventions on maternal and neonatal health indica-
tors: Results from a community randomized trial in rural Balochistan, Pakistan. Reprod Health. 2010;
7:30. doi: 10.1186/1742-4755-7-30 PMID: 21054870; PubMed Central PMCID: PMC2993657.
65. More NS, Bapat U, Das S, Alcock G, Patil S, Porel M, et al. Community mobilization in Mumbai slums to
improve perinatal care and outcomes: a cluster randomized controlled trial. PLoS Med. 2012; 9(7):
e1001257. doi: 10.1371/journal.pmed.1001257 PMID: 22802737; PubMed Central PMCID:
PMC3389036.
66. Persson L, Nga NT, Målqvist M, Thi Phuong Hoa D, Eriksson L, Wallin L, et al. Effect of facilitation of
local maternal-and-newborn stakeholder groups on neonatal mortality: cluster-randomized controlled
trial. PLoS Med. 2013; 10(5):e1001445. doi: 10.1371/journal.pmed.1001445 PMID: 23690755;
PubMed Central PMCID: PMC3653802.
67. Tripathy P, Nair N, Barnett S, Mahapatra R, Borghi J, Rath S, et al. Effect of a participatory intervention
with women's groups on birth outcomes and maternal depression in Jharkhand and Orissa, India: a
cluster-randomised controlled trial. Lancet. 2010; 375(9721):1182–92. Epub 2010/03/09. doi: 10.1016/
s0140-6736(09)62042-0 PMID: 20207411.
68. Baqui A, Williams EK, Rosecrans AM, Agrawal PK, Ahmed S, Darmstadt GL, et al. Impact of an inte-
grated nutrition and health programme on neonatal mortality in rural northern India. Bulletin of the
Effective Linkages of Continuum of Care
PLOS ONE | DOI:10.1371/journal.pone.0139288 September 30, 2015 26 / 27
World Health Organization. 2008; 86(10):796–804, A. PMID: 18949217; PubMed Central PMCID:
PMC2649510.
69. Rahman A, Moran A, Pervin J, RahmanM, Yeasmin S, BegumH, et al. Effectiveness of an integrated
approach to reduce perinatal mortality: recent experiences fromMatlab, Bangladesh. BMC Public
Health. 2011; 11:914. doi: 10.1186/1471-2458-11-914 PMID: 22151276; PubMed Central PMCID:
PMC3257323.
70. Colbourn T, Nambiar B, Bondo A, Makwenda C, Tsetekani E, Makonda-Ridley A, et al. Effects of quality
improvement in health facilities and community mobilization through women's groups on maternal, neo-
natal and perinatal mortality in three districts of Malawi: MaiKhanda, a cluster randomized controlled
effectiveness trial. Int Health. 2013; 5(3):180–95. doi: 10.1093/inthealth/iht011 PMID: 24030269.
71. Fottrell E, Azad K, Kuddus A, Younes L, Shaha S, Nahar T, et al. The effect of increased coverage of
participatory women's groups on neonatal mortality in Bangladesh: A cluster randomized trial. JAMA
Pediatr. 2013; 167(9):816–25. doi: 10.1001/jamapediatrics.2013.2534 PMID: 23689475.
72. Adjiwanou V, Legrand T. Does antenatal care matter in the use of skilled birth attendance in rural Africa:
a multi-country analysis. Social science & medicine. 2013; 86:26–34. doi: 10.1016/j.socscimed.2013.
02.047 PMID: 23608091.
73. Pradhan EKWK, Katz J, et al. Risk of death following pregnancy in rural Nepal. Bull World Health
Organ. 2002; 80:887–91. PMID: 12481211
74. Hoj L dSD, Hedegaard K, Sandstrom A, Aaby P. Maternal mortality: only 42 days? BJOG: an interna-
tional journal of obstetrics and gynaecology. 2003; 110:995–1000.
75. Bashour HN, Kharouf MH, Abdulsalam AA, El Asmar K, Tabbaa MA, Cheikha SA. Effect of postnatal
home visits on maternal/infant outcomes in Syria: a randomized controlled trial. Public Health Nurs.
2008; 25(2):115–25. doi: 10.1111/j.1525-1446.2008.00688.x PMID: 18294180.
76. Yonemoto N, Dowswell T, Nagai S, Mori R. Schedules for home visits in the early postpartum period.
The Cochrane database of systematic reviews. 2013; 7:CD009326. doi: 10.1002/14651858.
CD009326.pub2 PMID: 23881661.
77. Lassi ZS, Majeed A, Rashid S, Yakoob MY, Bhutta ZA. The interconnections between maternal and
newborn health—evidence and implications for policy. The journal of maternal-fetal & neonatal medi-
cine: the official journal of the European Association of Perinatal Medicine, the Federation of Asia and
Oceania Perinatal Societies, the International Society of Perinatal Obstet. 2013; 26 Suppl 1:3–53. doi:
10.3109/14767058.2013.784737 PMID: 23617260.
Effective Linkages of Continuum of Care
PLOS ONE | DOI:10.1371/journal.pone.0139288 September 30, 2015 27 / 27
